unadjusted analyses, maternal factors significantly associated with increased risk of stillbirth included body mass index (BMI), nulliparity, African-American race, lower education status and unmarried status. Notably, advanced maternal age, tobacco use, and alcohol use were not associated with stillbirth (Table 1) .
After controlling for confounders, maternal obesity continued to be associated with increased odds of stillbirth (aOR 1.52, 95% CI 1.15-2.00), with a dose-dependent relationship between increasing maternal BMI and risk of stillbirth (Table 2) . Notably, women with a BMI 45 kg/m 2 had a more than two-fold increased odds of stillbirth (aOR 2.17, 95% CI 1.16-4.03). After excluding women with medical comorbidities, including hypertensive disease and diabetes, maternal obesity remained a significant risk factor for stillbirth in a dose-dependent fashion. CONCLUSION: Obesity is an independent risk factor for stillbirth with a dose-dependent relationship between increasing maternal BMI and rate of stillbirth. Obese women should be counseled on this risk, and future studies should investigate the mechanisms of stillbirth in this population and evaluate the utility of antepartum fetal surveillance in this high-risk population.
570 Cardiac disease in pregnancy: do standardized protocols and risk stratification improve outcomes? (Figure 1 ) Specific detailed cardiac and obstetric data were collected during the antepartum, intrapartum and postpartum periods. Each woman was assigned a STORCC color code of perceived risk at a monthly multidisciplinary conference comprised of representatives from cardiology, maternal fetal medicine and obstetric anesthesia. RESULTS: In 250 pregnancies of women with CVD, the standardized care protocol was followed in 136 and routine care in 114. The median age of the subjects was 32 years, and the most common form of heart disease was congenital heart disease (77%). Of the 136 standardized care patients, 22% were classified as high-risk, and 78% as low-risk. Among the high-risk group, 12% experienced a prior adverse cardiac event, 8% had a resting left ventricular outflow tract gradient 30 mm Hg and one had cyanosis (room air oxygen saturation <90%). Women enrolled in standardized care protocol had high compliance with 2 nd and 3 rd trimester visits (93%) and post-partum visits (76%). Maternal cardiac complications occurred in 10%. Outcomes did not differ between the standardized care and routine care cohorts; this remained true after adjusting for type of heart disease or disease complexity. The STORCC cardiac and obstetric color codes were predictive for adverse outcomes within each respective category (p ¼ 0.02, 0.01). (Figure 2 ) CONCLUSION: The STORCC protocol for prospective diagnostic testing and follow-up of pregnant women with CVD was successfully established and compliance was high. The strength of a standardized testing and care protocols as well as detailed classification of labor and delivery characteristics allows for robust analyses into specific questions regarding mode and timing of delivery.
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